Summary
As presently understood, evidence based medicine aims to advance practice from its traditional unverifiable mix of art and science to rational use of measurable inputs and outputs. In practice, however, its advocates accept uncritically a desocialised definition of science, assume that major clinical decisions are taken at the level of secondary specialist rather than primary generalist care, and ignore the multiple nature of most clinical problems, as well as the complexity of social problems within which clinical problems arise and have to be solved. These reductionist assumptions derive from the use of evidence based medicine as a tool for managed care in a transactional model for consultations. If these assumptions persist, they will strengthen reification of disease and promote the episodic output of process regardless of health outcome.
We need to work within a different paradigm based on development of patients as coproducers rather than consumers, promoting continuing output of health gain through shared decisions using all relevant evidence, within a broader, socialised definition of science. Adoption of this model would require a major social and cultural shift for health professionals. This shift has already begun, promoted by changes in public attitudes to professional authority, changes in the relation of professionals to managers, and pressures for improved effectiveness and efficiency which, contrary to received wisdom, seem more likely to endorse cooperative than transactional clinical production. Progress on these lines is resisted by rapidly growing and extremely powerful economic and political interests. Health professionals and strategists have yet to recognise and admit the existence of this choice.
Cochrane and the rebirth of social medicine It is now 25 know, and what they do. However, before rushing in with guidelines, even salespersons for evidence based medicine might consider why so many rational people behave in this irrational way. Why don't specialists assess patients routinely to see whether they actually need any treatment at all for menorrhagia, other than a clear explanation of how they compare with other normal women, and time to explore the many other problems most middle aged women have which constitute their own unique pattern of illness, rather than a standard pattern of disease? The main answer seems to be that they do not believe patients would accept this verdict. A small study of 17 such women at the John Radcliffe Hospital, with monthly blood losses between 15 and 60 ml, found that three years after being told their blood loss was normal and did not need treatment, 14 had accepted this, two were taking medication, and one had managed to get herself a hysterectomy.23 Though this suggests a more than 80% success rate, there is other evidence that many such women feel happier after a hysterectomy. Coulter24 found that of patients who had complained of mild to moderate menorrhagia, 83%who had had hysterectomies were satisfied with their treatment compared with only 45% of those treated by medication. Results were only marginally different for women complaining of severe bleeding. As these cases included women not referred, but treated medically by their GPs, even more than half of them probably had menstrual losses within the normal range.
Hysterectomy removes more than a uterus. Some women seem to want this collateral damage, with its assurance of an end to reproduction, and perhaps occasionally the possibility of dignified retreat from an unsatisfactory sexual role: but many don't. "To study the indications for hysterectomy is to study the interface between medicine and society".25
Hysterectomies are done three times more readily in the USA than in the UK, twice as readily in Australia and Canada, and in the USA over half of all women lose their uterus in their lifetime. In these lands of fees and consumer sovereignty, women seem to demand more surgery, not less. On the other hand, rates in Norway are about half those in UK, and Norwegian women seem none the worse for it. 26 This situation seems unlikely to respond well to guidelines. As in most cases with wide scope for different decisions, the nub of the problem is not that doctors lack good information, but that they see good reasons to ignore it. Patients, on the other hand, certainly do lack information. Doctors GPs who try to introduce more patient oriented methods within the traditional booking intervals of 5 minutes, and mean consultation times of 6-8 minutes, find most patients prefer ordinary dogmatic paternal care.42 Though everyone has always known, and meticulous research by John Howie43 has confirmed, that a mean consultation length around 10 minutes is a precondition for accurate joint decisions in primary care, we still have not reached that target, proposed by Buchan and Richardson in 197 L4 The most recent figure suggests an average around 9 minutes.45 Though few people with real power ever consult a GP, this is unlikely to be the main reason why governments and health economists have always refused to address consultation time as a real issue. A more powerful reason is their own definition of efficiency, namely higher throughput by fewer workers in shorter time. In commodity production, the first step toward higher efficiency or quality is not more time to do a job, but greater pressure on workers to meet targets. Contrary to the unsubstantiated assertions of The Economist, GPs spend little time on golf courses, with an average 42 hour working week excluding night and out of hours work.46 More time for consultations mainly depends on lower caseloads, larger, more diverse and more integrated practice teams, and relations between team members not bedevilled by entrepreneur status for GPs.
A time to choose Managed care promises to raise patient power through consumerism. More uteruses might be removed more efficiently and with greater consumer satisfaction, other interventions might be similarly promoted and their unit cost reduced, and all procedures might become safer as they became more industrialised. As a body repair and redecoration service, the NHS might become more efficient. It would employ fewer people at higher salaries, and continuing anticipatory care would be delegated to unskilled body housers, feeders, and cleaners, paid minimum wages by corporate providers on contract. This is not a formula for rationalising demand, but for promoting demand at lower unit cost. Managed health care has emerged from USA, with the world's most irrational and, by all measures, least efficient health care system, but is now being exported around the world. This arises not from the foolishness of power holders, but from their perceived self interest. Health care is already big money. It promises a more golden future than any other commodity market, dealing with increasingly plausible promises to deliver life itself to whoever can pay for it-the ultimate commodity. There is in fact no valid external model for evidence based medical care of the sort I have described, because the NHS, in its pre-reform days, was the only major industry we had which produced value other than as a marketed commodity. The NHS was, and despite all "reforms" still tries to remain, an institution socially more advanced than the society it serves, based on gift relationships addressing human needs, rather than market driven trade. In the pre-"reform" NHS nobody seemed to know the cash cost of anything, and the whole system worked without internal pricing: but it did so at a lower proportion of gross national product than in any other fully industrialised country except Denmark, whose system closely resembled our own. If policies had ever been based on evidence or probability, the very idea of pushing business methods and attitudes into the public service culture of the 
